INFECTIVE ENDOCARDITIS resulted in a high mortality in the pre-antibiotic era; with the introduction of antibiotics, the mortality has been reduced. ' Presently, most deaths are due to heart failure secondary to destruction of the cardiac valves. 2 Early surgical correction or replacement of such valves may be lifesaving. [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] We report here our experience with 14 Received December 19, 1969; accepted for publication January 6, 1970. Circulation, Volume XLI, May 1970 underwent open heart surgery for infective endocarditis. The ages ranged from 9 to 67 years. Nine patients were males and five females. Seven patients had known preexisting underlying heart disease. The other seven patients were without clinical evidence of a cardiac lesion prior to the onset of endocarditis. Blood cultures taken at varying time intervals before surgery were positive in all patients. All patients received preoperative antibiotics ranging from 5 days to 9 months. Table 1 shows the clinical course and antibiotic therapy in these patients.
The main indication for operation in 13 patients was congestive heart failure; three had, in addition, repeated embolic episodes (cases 4, 7, and 14) and one had persistent fever (case 12). Patient J. G. (case 6) was operated upon for persistent infection; she also developed toxic reactions to antibiotics. The time interval between onset of endocarditis and surgery ranged from 2 weeks to 15 months; in seven patients this interval was 6 weeks or less.
Surgery was performed with the aid of a rotating disc pump oxygenator. Six patients MANHAS ET AL. and pneumococci and serratia in the others. Of 14 patients, two had positive valve cultures and seven had negative ones; no valve cultures were done in the remaining five patients. Of 12 patients who had no growth on valve culture or no valve culture, bacterial colonies were seen microscopically in five.
Discussion
The most difficult decision in the treatment of infective endocarditis is when to operate. Early surgical intervention engenders a concern about the holding power of sutures placed in inflamed and friable tissue and an increased chance of leaving residual infection in the area of the prosthesis. Systemic dissemination of septic emboli is another 
